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CORRESPONDENCE
Carotid Stent Failure: Controversies in the Treatment
Dear Editor,
We read with great interest the article recently published by
GL Faggioli et al.1 The authors discuss the difficulties in the
surgical retrieval of a carotid stent, emphasising the impor-
tance of distal internal carotid clamping, ‘‘enblock’’ excision
of theatheromaand stent, andbypass grafting. In the last two
years we have removed three carotid stents. We have found
that if the primitive stent was previously positioned for ca-
rotid disease andnot for postoperative restenosis or post irra-
diation stenosis, fibrosis is limited around the bulb and there
is no necessity for high carotid dissection with bypass graft-
ing. We suspect that technical difficulty arises after previous
carotid endarterectomy and not after stent deployment it-
self. Thus a surgical stent removal after primary carotid stent
deployment may be a low risk procedure.
Moreover the technique of ‘‘en block’’ carotid resection
proposed by the authors does not usually represent the
ideal approach. Since the stent is rarely long enough or
placed in a position which makes distal clamping diffi-
cult.2,3 We feel that classical carotid endarterectomy can
still be safely performed in patients requiring surgical
treatment after primary stent deployment.
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Weappreciate the interest of Siani et al. inourworkoncarotid
stenting; however we should clarify as a first instance that the
paper referred in the letter did not address the problem of
surgical rescue of failed stents, but the performance of
carotid stents in the presence of arch anomalies.1
We have indeed published a short report on surgical
rescue of carotid stents,2 describing the technique of ‘‘en
block removal’’, which is exactly the excision of the ather-
oma and stent through a subadventitial plane, similarly to
what is performed during standard endarterectomy. The
stent gets incorporated within the plaque with time and
it is difficult to remove it separately, particularly at its
distal end. With the manoeuvre described in our paper, it
is possible to remove simultaneously (‘‘en block’’) both
the stent and the plaque, in order to avoid fragmentation
and dislocation of any material at carotid declamping.
DOI of original articles: 10.1016/j.ejvs.2008.03.020; 10.1016/
j.ejvs.2006.11.026.
age> 80 years, contralateral occlusion, post-endarterec-
tomy restenosis). It may need further analysis to state
whether Rothwells recommendations can also be applied
on these patients, who represent a 20% to 30% cohort of
a contemporary carotid practice.
Despite being deemed ‘‘High Risk’’, evidence is scarce
that this subgroup in any way negatively influences CEA
results. Furthermore, secondary analyses from NASCET/
ECST2 showed that the key advantage favouring CEA is the
greater absolute risk reduction (ARR) in selected ‘‘High
Risk’’ patients.
In 1989 the American Heart Association issued CEA
guidelines, which allowed an up to 10% periprocedural
stroke risk for patients with post-CEA restenosis. In several
revisions, this figure was never revocated despite several
publications showing equal complication rates for primary
or secondary stenosis. Clearly, the concept of ‘‘High-Risk’’
must be critically reexamined, and a guideline revision is
indicated.
The key for future debate is the definition of what really
constitutes ‘‘High-Risk’’. It might be the plaque, the
procedure, or the patient that makes intervention more
hazardous. Until predictors of increased (stroke) risk can be
reliably identified, the term ‘‘high risk’’ should only be
applied to patients who are symptomatic.
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carotid resection, which is obviously more complicated
and unnecessary. Distal stenting position, which may cause
difficult carotid clamping in the event of surgical rescue, is
sometimes encountered, and in our series of 404 carotid
stents performed in the last 3 years, it occurred in approxi-
mately 10% of cases, due to high carotid bifurcation, distal
carotid plaque or inappropriate stent delivery. This possi-
bility should therefore be taken into account if a surgical
conversion becomes necessary.
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In another excellent paper Rothwell considers three
strongly linked questions related to prediction and preven-
tion of stroke in patients with recently symptomatic carotid
stenosis.1 It is important to emphasize that Rothwells
analyses did not include patients excluded from the
randomized trials that were deemed ‘‘High Risk’’ (i.e.
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